Objective: To evaluate the applicability of a standardized guideline for children up to 36 months of age with fever without source (FWS).
Introduction
Fever is one of the most frequent complaints of pediatric patients and it accounts for approximately 25% of the emergency department visits. In general, the fever source can be identified during the initial evaluation after careful anamnesis and physical examination. [1] [2] [3] [4] [5] [6] However, in approximately 20% of the cases, the pediatrician may deal with a febrile child whose main focus of infection cannot be identified based on the data provided by the patient's clinical history and detailed clinical examination. This is called fever without source (FWS). [1] [2] [3] [4] [5] 7, 8 FWS consists in the occurrence of fever for less than 7 days in a child whose medical history and careful physical examination do not reveal the cause of the fever.
Most children with FWS have acute self-limited infectious disease or are going through a prodromic phase of a benign infectious disease. Few children have serious bacterial Fever without source: evaluation of a guideline Beatriz Marcondes Machado, 1 Débora Morais Cardoso, 2 Milena de Paulis, 1 Ana Maria de Ulhôa Escobar, 3 Alfredo Elias Gilio 4 infection (SBI). SBIs include all types of infections that result in risk of morbidity and mortality when diagnosis is delayed. 1, 3, 4, 6, 8, 9 The following infections are considered to be SBIs: occult bacteremia (OB), pneumonia, urinary tract infection (UTI), bacterial meningitis, septic arthritis, osteomyelitis, and cellulite. 1, 3, 4, [6] [7] [8] The pediatricians' major challenge is to differentiate the febrile processes of a benign self-limited disease from those processes that are caused by a SBI.
The first reports about febrile children, younger than 3 years old, who were well-appearing and had not clinical finding, but presented with positive blood culture (OB) came out in the 1970s. This resulted in intense research on the risk factors for the early identification of such children. 10, 11 Studies carried out in the 1980s and 1990s have found that children aged up to 3 years who had FWS, white blood cell count (WBC) > 15,000/mm 3 and temperature > 39 ºC were at risk of having SBI. 7, [12] [13] [14] In 1992, Baraff & Lee 12 estimated a 13% risk of OB in patients with WBC ≥ 15,000/mm 3 .
The guideline developed by Baraff et al. 7 Febrile young infants were initially evaluated with regard to the risk of SBI using the Rochester criteria ( Figure   2 ). 19 To be considered at low risk, the child must meet all these criteria. When the child does not meet only one of the criteria, the patient is considered to be at high risk of SBI. Young infants characterized as having low risk of SBI could be observed at home when the parents or guardians presented adequate sociocultural conditions: being mature, having a thermometer, a telephone and a car available, 
Results
Two hundred and fifty-one cases were included in the present study. Of these, 36 cases were excluded: 27 due to loss of contact (patients did not return for assessment and/or contact on the telephone was not successful) and nine cases were withdrawn from the study (due to parents' request, because the samples were not collected or the antibiotic treatment was discontinued based on parents' decision). The characteristics of the sample and the children's clinical evolution are shown in Table 1 .
Of the 215 children included in the present study, 20
had toxemia at the initial evaluation. The final diagnoses of this group and those of the group of children without toxemia are listed in Table 2 Samples for UA and urine culture were collected from 95 children. Among them, 10 patients had UA with presence of more than 100,000 white blood cells/mL, thus suggesting suspicion of UTI, and treatment was initiated. All these children had positive urine culture. The 85 children with normal UA or leukocyturia < 100,000/mL underwent CBC and blood culture. Of these, 54 presented CBC with total number of WBC < 20,000/mm 3 and total neutrophils < 10,000/mm 3 .
These patients were instructed to return to the hospital every day until fever resolution and/or identification of the infectious focus and until the final result of the cultures was 
Discussion
In the present study, we presented a guideline for evaluation and follow-up of children up to 36 months old with FWS.
Since the publication of the guideline by Baraff et al., 7 several strategies have been developed aimed at delivering medical care and following up children with FWS. 1, 2, 4, [15] [16] [17] Currently, the studies have been discussing the changes The presence of self-limited benign disease or probable viral etiology was found in 40.9%. SBI was identified in 9.3% of the children.
UTI is the most common bacterial infection in children with FWS, mainly in girls. The general prevalence of UTI ranges from 2 to 5% in febrile children younger than 2 years old. 20 In this age group, fever is often the only symptom of UTI. 8, 9, 15, 20 In our sample, UTI was the most frequent SBI.
In the children younger than 3 months old, several pathophysiologic, epidemiologic and etiologic aspects are different from those presented by children older than this age group. 1, 2, 9, 25 SBIs are more common in this age group, mainly in newborns. Some studies have
shown the occurrence of SBI in approximately 10% of the febrile infants from 1 to 2 months old and in up to 13% of the newborns. 9, 25 Therefore, this age group keeps being managed in a more aggressive manner with the purpose of identifying possible SBIs as soon as possible.
Our sample is small for this age group (nine newborns and 23 young infants).
Mukai et al. 26 carried out a prospective study with 82 febrile infants younger than 2 months old seen at the PSHU-USP. These children remained in the emergence department for observation during at least 24 hours with the purpose of being evaluated, undergoing laboratory screening, and initiating treatment. After this period, 65 children were discharged and could go home, and, of these, three had to be hospitalized later. The authors concluded that the period of 24 hours for observation associated with laboratory screening was enough for the evaluation and indication of outpatient follow-up for these infants.
In our study, we recommend outpatient assessment with daily returns to our emergency department after clinical observation from 12 to 24 hours for those young infants considered as being at low risk of SBI.
Children from 3 to 36 months old without toxemia make up the most controversial group in terms of the most appropriate management. One of the limitations of our study was the loss of follow-up of 36 children (14.34%). For most cases (27) , the reason was the fact that we could not contact the patients, which is understandable in a population like this. The remaining nine children were excluded from the sample as a result of their family's decision or because they did not adhere to the guideline. They were followed up until spontaneous fever resolution, but their results
were not included in our sample. Finally, this guideline proved to be appropriate for the follow-up of children with FWS up to 36 months old who underwent simple laboratory tests that can be performed at most health care facilities. All children with SBI were identified in the initial evaluation or during follow-up.
Conclusions

